Women's attitudes towards receiving family planning services from community health workers in rural Western Kenya.
Introduction
In African countries including Kenya, contraceptive use, fertility rates and other reproductive health indicators in rural areas lag behind urban areas 1 . Even though Kenya's fertility rate declined from 8.1 in 1978 to 4.6 in 2008, the figures are much higher in rural areas, 5.2 compared to an urban rate 2 of 2.9. The persistent high fertility rate has been attributed to many factors including inadequate provision of family planning services. To address these challenges, there is need to accelerate Corresponding author: Pamela A. Juma African Population and Health Research Center P.O. Box 10787-00100 Phone: +254724270532 Email: atienopam@yahoo.com/pjuma@aphrc.org family planning services particularly in rural areas where these services are not adequately provided. This would allow for, reduced unintended pregnancies (which accounts for more than 40% of pregnancies in the country and unsafe abortions (which results to about 2,600 deaths in Kenya annually), among other benefits 3, 4 .
In order to effectively scale up family planning service provision to meet the current and future needs, an adequate number of trained health workers must be available. However, the shortage of health workers hinders family planning service provision especially in rural areas. Task shifting and sharing of family planning service provision with community health workers (CHWs) is a means of increasing family planning service utilization without adding excessive burden to the already seriously strained health sector 5 . Task shifting serves as a means to extend family planning services into communities where they are needed, thereby improving coverage and geographic equity of family planning services service provision with CHWs, including provision of family planning services in rural areas.
Experiences from some developing countries show that community based family planning services have been used successfully to deliver family planning methods including distribution of pills as well as injectable contraceptives 8 . In many countries this has been achieved by training and equipping community based health workers who provide various methods of family planning including injectable methods 8, 9 . For instance, Zambia implemented integrated community based family planning and reproductive health with nutrition, education and income generating activities with positive outcome in increasing contraceptive prevalence in rural areas 9 . Even though literature on uptake as well as methods used for family planning at community level in developing countries is available, literature on perceptions and attitudes of women towards the use of family planning services offered by CHWs is scarce.
In Kenya, CHWs play a big role in enhancing primary health care services including family planning services. The majority of CHWs in Kenya had been trained by non-governmental organizations (NGOs) in the context of primary health care from the early 80s. However, there has been minimal government support and recognition for CHWs leaving this mainly to NGOs. The commitment to improve community based health interventions was made with the establishment of the Community Strategy during the implementation of Strategic Plan 11 2005-2010 whose objective was to provide health care services for all life cohorts and socioeconomic groups at household and community level 10 . The community strategy places the CHWs as the first level of health care providers. Their main activities include health promotion, disease prevention and provision of basic health care services including Family Planning in the community. Further policy support for improving access to family planning was realized with the development of the National Reproductive Health Strategy (2009 Strategy ( -2015 with an overall thrust of involving the communities in reversing the decline in the health status of Kenyans through initiation and implementation of life-cycle focused health actions at community level. The strategy aims at increasing coverage of reproductive health services including family planning, through changing attitudes and behaviors of families and individuals around reproductive health issues. Following this there has been increased donor funding and program to support family planning initiatives both at facility and community levels. This paper describes the perceptions of women towards family planning service provision by CHWs in four rural districts of Western Kenya. It is based on baseline survey data from a three-year, rural community-based family planning project funded by The David and Lucile Packard Foundation. The Community Based Family Planning Project
The Community Based Family Planning Project was a demonstration initiative implemented in Bondo Siaya, Teso and Busia Districts of Western region in Kenya. These districts were chosen due to high fertility rates, low use of family planning, as well as practical criteria, such as current implementation of other complimentary projects in these districts. According to the 2009 Census figures for the four districts, the total target population was about 1.4 million men and women of reproductive age. The project which was funded by David and Lucile Packard Foundation was implemented by a consortium led by APHRC, with other partners in the consortium including Family Health Options of Kenya (FHOK), Great Lakes University of Kisumu (GLUK), Marie Stopes Kenya (MSK). The project aimed at increasing the contraceptive prevalence rates, reverse the stall in fertility levels, and reduce unwanted and mistimed pregnancies, levels of unsafe abortions, and maternal and infant mortality rates. The main focus of the project wasprovision of family planning services through community health workers. As part of its objective to expand the knowledge base of, and evidence on, community-based family planning project, a baseline survey, in which this study is based, was conducted in 2010, among women age 15-49. The survey sought to generate data to inform the design of the community based FP project and provide baseline information for evaluating the effectiveness of the intervention. The survey was designed to assess knowledge and use of contraception, availability and accessibility of FP services at the community level, desired number of children, planning of pregnancies, women ability to make decisions and control selected resources, the sexual behavior and marriage practices, exposure to family planning messages, and opportunities of integrating FP services with delivery, child and maternal health services in health facilities. The project selected and trained 375 CHWs who were attached to community units and linked to health facilities. All the selected CHWs had to have the ability to read and write, as they are also engaged in data collection activities, majority (67%) had completed secondary level education. Twenty two percent were male and majority (84%) were between the age of 15 and 49. The selection of CHWs was not limited to age to allow participation of older women "mothers in law" as they are very influential in decision making on FP matters. Majority of the CHWs are married (90%). The CHWs are provided with a monthly stipend to facilitate their transport and communication. The CHWs distribute pills and condoms at the community and refer clients for long-term and permanent methods and other Reproductive services to health facilities. They also distribute Information Education and Communication materials and counsel clients on various other reproductive health issues.
Methods

Data source and sample
The data were collected through a cross-sectional household survey using a structured household questionnaire. The study population was women aged 15-49. The household survey sample was drawn from the population residing in the rural areas of the four districts, namely, Bondo, Busia, Siaya and Teso. A representative sample of 2,125 households was drawn for the survey using the frame of the 2008 KNBS. A total of 60 rural enumeration areas were sampled and distributed proportionally among the four districts and a total of 1,997 women were interviewed through faceto-face interviews. This represents a response rate of 86 percent. More information about this survey has been published in a report by the APHRC
18
. However, the multivariate analyses only included 963 women (48%) who provided valid responses on CHWs.
The study received ethical approval from the Kenya Medical Research Institute Ethics Review Board.
Variables
The dependent variable used to measure attitude in this paper is "level of tolerance for family planning services from CHWs". This variable was constructed from three questions, which asked women whether they could accept family planning services from a CHW (see Table  2 ). Women who provided a "no" response to all the questions were coded "0" and were categorized as having low tolerance level. Women who provide a "yes" response to one question only were coded "1" and were categorized as having medium level tolerance for CHWs. The women who provide a "yes" response to two or all the three questions were coded "2" and were categorized as having high level tolerance for service from CHWs. The categorization of scores was based on relative scores as majority of respondents had low scores. The scores ranged between "0" and "2" PubMed with a median score of "1".
Thirteen independent variables were employed in the regression model (see Table 4 ). Worth noting is that less than twenty of these women were unmarried; so marital status was excluded from the analytical models. Further, women of ethnicities other than Luhya, Luo and Teso were also excluded from the analyses as they were very few (<30).
Level of knowledge about family planning benefits for the child and the mother were constructed from responses to a series of questions about knowledge on the impacts of family planning for the child and the mother. Each correct response to these questions was assigned a code of 1 while each incorrect response was assigned a code of 0. All respondents who scored 0 on all questions had the final score of 0 and were coded as having no knowledge or classified into the "none" category. All respondents who scored 1 out of 7 for impacts on the child and 1-3 out of 12 for impacts on the mother were coded as having "low" knowledge level. Scores 2-7 on the impacts for the child and score 4-12 on the impacts for the mother were coded as "high" knowledge categories. The categorization of scores was based on relative scores as majority of respondents had low scores.
Data analysis
We used the ordered logit in order to determine factors influencing attitudes towards receiving family planning services from CHWs among women (15-49) in Western Kenya. More information about ordinal regression has been explained in detail by others gression depends upon the idea of the cumulative logit, which in turn relies on the idea of the cumulative probability. The cumulative probability can be thought of as the probability that the ith individual is in the jth or higher category. This can be expressed as:
where: y = dependent variable (Level of tolerance for family planning services from CHWs); and k = values of y (1., 2., 3., ... n).
The cumulative probability above can be transformed into the cumulative ordered logit:
= αij-βij where: αj = logit of the odds of being equal to or less than category j for the baseline group (also referred to as intercepts or cut-points); and β = the increase in the log-odds of being higher than category j per one-unit increase in the independent variable. A negative β coefficient shows lower log-odds (or lower likelihood) of having lower than high tolerant attitudes towards receiving family planning services from CHWs (i.e. lower tolerant attitude than the reference category). On the other hand, a positive coefficient indicates higher log-odds (or higher likelihood) of having higher than low tolerant attitudes towards receiving family planning services from CHWs (i.e. higher tolerant attitude than the reference category). An independent or predictor variable is considered significant if its effect on the dependent variable (attitude towards CHW FP services) is statistically significant at the .95 confidence interval (i.
Results
Description of the sample
Only 963 (48%) women (15-49) out of the 1,997 women interviewed were valid for the regression analyses and their characteristics are shown in Table 1 . Most (84%) women in this sample reported that they listened to the radio while less than one quarter (23%) had access to television and 25 percent said they read a newspaper/ magazine. By age, majority (48%) women were aged 25-39 years and the rest were aged 15-24 (31%) and 40-49 (21%). The frequency distributions in Table 1 also confirm other observations about high fertility in this region of Kenya as more than half (56%) the women reported having had four or more children ever born.
Luo women were the majority at 57 percent, followed by Luhya women who comprised a quarter of the entire sample size. Catholics were minority when compared to non-Catholics; 30 percent versus 70 percent, respectively. Approximately 81 percent had not received education beyond primary education. Table 1 , however, also shows that majority (68%) of these women reporting discussing family planning with their partner/husband even though approximately half of these women were not using a method of contraception at the time of the survey. Strikingly, majority of women who reported current use of contraception were using a long acting or permanent method of contraception. According to district, more than a third (37%) of the women surveyed from Siaya District while the smallest sample was from Bondo District (19%).
Majority of women had none or low level of knowledge about impacts of using family planning on the child as less than 40 percent of women were in the high level knowledge category. Table 1 also shows that level of knowledge about impacts of using family planning on the mother is higher than that exhibited for the impacts on the child. 
Table 2. Per cent distribution of respondents' attitudes towards receiving family planning services from Community Health Workers in Western Kenya
Factors associated with acceptance of family planning services from CHWs A third of women had high level of tolerance for family planning services from CHWs while approximately 40 percent of the women did not want to receive these services from CHWs. Table 3 shows some significant associations between level of tolerance for family planning services from CHWs and some characteristics. The strongest associations are observed for age, parity, type of family planning method being used and level of knowledge about family planning benefits for the mother and district. Middle aged women (25-39) have the highest (35%) acceptance of family planning services from CHWs followed by young women (15) (16) (17) (18) (19) (20) (21) (22) (23) (24) . By parity, women with less than two children have the lowest acceptance of services from CHWs while those with 2-3 children showed the highest approval for family planning from the community workers. Women who reported not using a method of contraception at the time of the survey also showed the lowest approval level for family planning services from CHWs while women on long-acting methods of contraception had the highest acceptance for services from CHWs. Knowledge about the benefits of family planning for the mother was also directly correlated with tolerance for family planning services from CHWs i.e. the higher the level of knowledge about benefits of using family planning for the mother, the higher the level of acceptance for family planning services from CHWs. According to district, women from Bondo district exhibited the highest (50%) approval for family planning services, followed by their counterparts from Busia (30%) while only a quarter of women from Teso had high acceptance of family planning services from CHWs.
Characteristics of respondents
Other significant associations were observed for ethnicity, religion, reading a newspaper or magazine and discussion of family planning use with partner/husband. According to ethnicity, Luo women had the highest (34%) approval for services from CHWs, followed by the Luhya women (29%). By religion, non-Catholics showed higher acceptance of family planning services from CHWs than the Catholic women. Women who read a newspaper or magazines also exhibited higher approval for services from CHWs than those who did not read a newspaper or magazine. Table 3 also shows that women who discussed family planning use with partner/husband had higher tolerance for services from CHWs than women who did not discuss family planning with their partner/husband. Table 4 shows that of all the variables included in the multivariate model, only four variables are of significance on attitudes towards family planning services from CHWs. These variables are age, level of education, level of knowledge about family planning benefits for the mother and district. Young women (15) (16) (17) (18) (19) (20) (21) (22) (23) (24) are more likely to approve of family planning services from CHWs than older women (40-49). Middle aged women (25-39) also exhibit higher log-odds of having more than less tolerant attitudes towards family planning services from CHWs than older women but the difference is not significant. Table 4 also shows that education is the strongest predictor of attitudes towards services from CHWs in our model. Women with low education (i.e. less than secondary level) are more likely to accept family planning services from CHWs than the more educated women (i.e. higher than primary level). According to district, women from Bondo, Siaya and Busia were more likely to accept services from CHWs than their counterparts from Teso. However, only women from Bondo district had significantly higher log-odds of having more than less tolerant attitudes family planning services from CHWs than women from Teso district. Level of knowledge about family planning benefits for the mother also shows women without any knowledge about the benefits of using family planning for the mother have a lower likelihood of accepting family planning services from CHWs than women with high knowledge. Though women with low knowledge of family planning benefits for the mother are less likely to accept services from CHWs than women with high knowledge, data also reveal that the difference between the two categories of women is statistically not significant.
Predictors of attitudes towards family planning services from CHWs
Characteristics of respondents
Discussion
Results from this survey demonstrated that only a third (33%) of women in Western Kenya have high approval for family planning services from CHWs. Furthermore, only four out of the thirteen variables explored showed significance on attitudes towards family planning services from CHWs. These are age, level of education, level of knowledge about family planning benefits for the mother and district. Young women (15) (16) (17) (18) (19) (20) (21) (22) (23) (24) are more likely to approve of family planning services from CHWs than older women (40-49), while there is no significant difference between middle aged women (25-39) and the older women. The result depicts some age pattern to resistance to use of family planning services offered by CHWs For many years provision of family planning methods has been done by trained health professionals at the health facility level, hence older women may find it more difficult to accept that this cadre of health workers could be trusted to administer family planning services at community level than young women. Another reason could be because older women do not utilize family planning services in general.
Education is also a very critical factor in understanding attitudes of women towards family planning services offered by CHWs in Western Kenya. The less educated women had higher approval for the services offered by CHWs than the more educated. Education is a factor that is theoretically associated with many aspects of human behaviour including health seeking behaviour. In this case, it might appear that since the more educated are more likely to be enlightened about some health issues, they are also more likely to question the quality of family planning service provision by CHWs as compared to those provided by highly trained health professionals. This coincides with existing literature that has shown that women value highly qualified health professionals for family planning services
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. For women in the rural areas to approve of services offered by CHWs it would require that mechanism be put in place to ensure quality of services delivery by CHWs and to sensitize the communities about this.
Our paper also demonstrates that women who do not know the benefits of family planning for the mother have lower approval for services from CHWs. This is expected as an individual may only approve of an intervention if it is perceived to be beneficial and also because knowledge shapes attitude. Client education on benefits and methods of family planning has been known to lead to better access and utilization of services 14 . This has been achieved in the past through community awareness interventions such as health education and media approaches. Women who read newspapers tended to know benefits of family planning, thus has higher approval for family planning services offered by CHWs. Newspapers and other media sources are known to be major channels for communicating family planning information. Using these channels is particularly important in addressing barriers to family planning services utilization including fears, misconceptions and myths about side effects of family planning methods. 15, 16, 17 Women from Bondo, Siaya and Busia districts exhibited higher approval for the community based family planning services offered by CHWs compared with women from Teso district but only women from Bondo district had a statistically significant difference from their counterparts in Teso district. This could due to the fact that Bondo district has a longer history of community-based health services including community based distribution of family planning commodities. So the experience with CHWs in providing services in this district seems to be facilitating this high level of confidence in CHWs to provide family planning services.
Conclusion
The findings from this survey indicate that approval for family planning services delivered by CHWs is quite low as only a third of the respondents exhibited high approval for services from community health workers. Therefore, there is need to invest a substantial amount of effort into sensitization of women on the relevance of CHWs in providing family planning services. To enhance the uptake of the family planning project in Western Kenya, mechanisms for awareness creation on family planning services provided by CHWs should be put in place. General community sensitization activities through community forums as well as utilization of existing media channels would enhance this awareness. In addition awareness creation through community leaders and through men would enhance knowledge and acceptance of family planning by women in these rural districts. This should also be accompanied by government legitimation of CHWs particularly by approving their role in provision of family planning services, as well as enhancing their capacity to provide quality family planning services to communities. Given the ongoing scale up of the community strategy, there is need to give more attention to building the capacity of CHWs to provide quality family planning services. Enhancing capacity of CHWs to providefamily planning services would help reduce the unmet need for family planning in the area and further impact on overall fertility rate reduction in the country.
